Abstract Objectives To describe the social and cultural differences between Anglophone and Francophone African immigrants which define the impediments that Francophone African immigrants face trying to access health and human services in Philadelphia, Pennsylvania. Methods Surveys and personal interviews were administered to participants in social events, community meetings, and health centers. A Chi-squared analysis was used to contrast the communities. Results Francophone Africans demonstrated less acculturation, education, English fluency, and more legal documentation problems, and thus face greater challenges accessing health care. Anglophone Africans had a higher level of acculturation, fewer language problems, and perceived fewer barriers in accessing health care than Francophone Africans. Conclusions Educating new immigrants, through a more culturally sensitive infectious disease treatment and prevention program, is integral to achieving a higher access and utilization rates of available services; especially in recent Francophone immigrants. A larger study is needed to extend the findings to other cities where immigrants with similar backgrounds or acculturation issues reside.
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Background
There are currently large African immigrant populations living in Philadelphia and other United States cities [1, 2] . Some of these new immigrants arrive HIV-infected and co-infected with TB and other parasitic diseases such as malaria, filariasis and other helminthes [3, 4] . Accordingly, the prevalence of HIV in this population is presumed to be high, though exact numbers are not available. Due to the relative rarity of parasitic co-infections in the US population, health care professionals are less familiar with the symptoms and the appropriate screening tests available to diagnose these ailments [3] . As a result, new immigrants who are already infected, remain infected and accordingly experience higher co-morbidities.
To effectively address these diseases within the African immigrant community, a host of factors must be considered, including but not limited to: the influence of poverty, education, nutrition, gender inequality, marginalization, stigmatization, language barriers, and access to health and social services [5] [6] [7] [8] .
The targeted West African immigrant population of Philadelphia, Pennsylvania that this study is focused on, is composed of Francophone (FP) immigrants from Senegal, the Ivory Coast, and Togo; and Anglophone (AP) immigrants from Nigeria, Liberia, and Ghana. These two populations are culturally distinct and are composed of Africans from many different countries and tribes. African immigrants from English-speaking countries formed an earlier pool of West African immigrants to the United States, while the most recent West African immigrants are mainly from French-speaking countries with minimal formal education or any of the other supports which typically aid transition to a new culture.
Because FP groups are less able to communicate in English, their opportunities for obtaining adequate health insurance are limited. Similar with other non Englishspeaking immigrant communities, the FP population is underemployed and chronically stressed [5, [8] [9] [10] [11] . A large number of FP immigrants are refugees from their countries of origin who were forced to flee torture, detention, or death due to war [12] [13] [14] . Some arrive as from refugee camps in different countries and are prescreened for different diseases before coming to the US. Others arrive on temporary visas and overstay their visa status, while a minority entered illegally. Additionally, the majority of FP Africans are Muslim, thus they do not have access to the religious support structures that are readily available from the numerous churches that Christian AP Africans take advantage of. Because FPs came from these highly stressful situations, or situations which would engender distrust in the authorities, most tend not to seek medical or social services aid.
These differences in background make access to health care and social services more difficult for these new immigrants in comparison with other immigrants because their integration and roles within American culture is hampered by these linguistic, social and cultural conditions which affect their education and employment-two crucial factors in facilitating access to health care. Some of the literature suggests that these immigrants underutilize the health care system; the direct result being that many conditions that can be easily treated on an outpatient basis, become conditions which require emergency room visits [15, 16] .
With the influx of Africans from FP countries to the Philadelphia area, new African immigrants face unknown internal obstacles to health and social services in comparison to earlier immigrants from AP countries. Both of the AP and the FP immigrant groups, but especially the FP groups in Philadelphia have remained relatively invisible and understudied in terms of obstacles to accessing health and social services. Studies and surveys in Philadelphia and other cities tend to lump Africans and African-Americans together, yet these immigrant groups are distinct and with differing health and social needs. This current study was initiated out of the observation of these differences, and that these special needs require different methods to improve access to available services.
Methods
This descriptive study is comprised of two components: a structured survey and an ethnographic site visit component composed of interviews and observations. Study participants included immigrants from AP and FP countries. Phase 1 consisted of pilot-testing on 9 AP and 9 FP members and leaders of the community, followed by Phase 2; administering a 90-item questionnaire to 239 participants (125 AP and 114 FP), and Phase 3; site visit observations of 15 participant's (10AP and 5FP) interactions with providers during their visits to health centers.
In Phase 1, the questionnaires were pilot-tested for clarity with 9 APs in English (3 each from Nigeria, Ghana, and Liberia) and 9 from FPs in French (3 each from Togo, Ivory Coast, and Senegal). They were asked to address the clarity, length, and sensitivity of the questions. They were asked to indicate if community issues were adequately addressed by the questions. To establish face validity, professionals familiar with the immigrant populations and with HIV/AIDS infection in West Africa reviewed the instruments. The questionnaires were reviewed and approved by Temple University and Philadelphia Department of Public Health Institutional Review Boards.
In Phase 2, self-administered questionnaires were given to participants. The target sample group was composed of 239 adult West African immigrants (125 APs and 114 FPs) residing in Philadelphia. Given the migratory nature of the target population, a convenience sample of 239 participants was selected [17] . Thirty-five to forty-two participants from each of the three FP countries with the highest immigrant populations and 37-50 participants from each of the three AP countries participated in the study. Participants were recruited during health fairs, in churches, mosques, and car washes. They decided to participate after explanation that the study was on access to health care and social services and having read the consent form in English or French as necessary. There was no monetary compensation. The interviewers were given the option of reading the questionnaire to those who consented but could not read, however all those who consented in the study were able to read English or French. In meetings, the questionnaires were administered before other agenda items for that day by the investigator and/or a trained administrator. More specifically, before giving out the survey, the administrator read aloud the consent form to the participants in either English or French, depending on the group; and explained to them that participation was voluntary and that they could withdraw at any point. No names were used on the surveys, and responses were kept anonymous and under lock and key, accessible only to the investigator. There were no right or wrong answers, and they were told to answer the questions as honestly and as thoroughly as possible in approximately 30-45 min. The survey administrator was available to answer questions that participants had while filling the questionnaire.
The target population was unique and a literature search revealed that no similar studies had been conducted with similar groups. The investigator designed a culturally sensitive survey instrument that addressed the most pertinent issues faced by the communities. The questions constructed in English were translated into French by four FPs who were fluent in both English and French. The translations were then given to three other FPs to translate back to English. If the translations remained the same no changes were made, but those that differed were corrected with the intended meaning made clear.
The 90 self-administered questionnaire items were broken down into the following areas: general health and social services, knowledge, attitude and belief (GKAB), knowledge, attitude, and belief regarding HIV/AIDS (SKAB). The items about general health and social services knowledge featured diseases such as TB, diabetes, heart disease, and cancer. Specific HIV/AIDS knowledge, attitude, and beliefs were addressed by specific questionnaire items such as beliefs about circumcision, wife inheritance, sex with young girls, and the spread of HIV. Social services featured their access and use of legal help, housing, and employment information. The instrument also addressed issues of social support. The social support variable, important in normal settlement and adjustment in a new community had two components (1) instrumental and emotional support (social support-1) composed of items-having someone to tell most secret worries and fears, having someone to help resolve problems, and (2) a more tangible and informational based social support (social support-2) composed of items-befriend individuals from own ethnicity, befriend Americans, spend most free time with own ethnic group members, and spend most free time with Americans. Social network, the web of relationships important in knowing one's community in terms of, for example; finding jobs, schools, and services was composed of items-visited home of a friend of a different race, visited home of a friend of a different religion, and attended religious services. Discrimination and stigma, implicated by most members of the community for the disparity in health and social services delivery, was composed of questionnaire items-denied or lost a job due to ethnicity, poor treatment at health center due to ethnicity, and mistreatment of children at school due to ethnicity. Acculturation was considered to be a major factor in successful settlement of the new immigrants in Philadelphia. The items also measured the length of stay in the US and Philadelphia, the languages used regularly, the music listened to, and the people with whom they spent their free time.
The instrument's face validity and content validity was evaluated by key members of the community and professionals in the field of HIV/AIDS familiar with African AIDS epidemic (by specifically looking at the instrument's readability, comprehension, clarity and precision of content).
In Phase 3, the site visit component of the study involved a brief demographic survey of the participants during visits to service delivery centers. Health Centers serving the communities where participants resided were identified, and three of the service centers (SCs) were chosen for the study (SC1, SC2, and SC3). Service center 1 (SC1) and SC2 were part of Philadelphia Department of Health and the third one was a private Hospital. Interpreters accompanied the FP participants who could not speak English. For the interview of the participants during the observation, the investigator used a guide encompassing access, HIV infection, HIV stigma, social support, employment, and significance of English language proficiency. The notes were transcribed at the end of the day, capturing the key themes of the interview with each participant.
Statistical Analyses
The Chi-squared statistic was used to analyze the structured survey to identify significant factors contributing to differences between APs and FPs in access to health services. All statistics were performed using SPSS version 14 (Chicago, IL).
Results
Of the total 239 participants, 125 were from AP countries, 50 (20.9%) were from Nigeria, 37 (15.5%) from Liberia, and 38 (15.9%) from Ghana. One hundred and fourteen participants were from FP countries, 42 (17.6%) were from Togo, 35 (14.6%) from Ivory Coast, and 37 (15.5%) from Senegal. There were more males in both groups, but significantly more females among the AP than FP. Most participants were between 31 and 50 years for both groups. APs achieved more education than FPs (P = 0.0001). APs had lived in the US longer than FPs (P = 0.015), but had lived in Philadelphia about the same length of time as FPs (P = 0.15). More FPs reported higher SES (P = 0.002) in Philadelphia than in their home countries compared to APs. There were more employed APs (P = 0.008), more APs indicating that they were professionals (P = 0.03), were Christian (P \ 0.0001), and fluent in English (P \ 0.0001) than FPs. More FPs (P \ 0.0001) reported fluency in French and being Muslim (P \ 0.0001). Most APs (P \ 0.0001) health care needs were met by their primary care physicians while FPs used traditional care and ordered medicines from their native countries (Table 1) .
Participant perception of the greatest barriers to access is shown in Fig. 1 . It is noted that besides the language barrier, FP immigrants reported immigrant cultural insensitivity to host culture and lack of documents as major barriers to access; while APs cited host cultural insensitivity to immigrant culture, transportation, and other factors such as a lack of awareness of how the US health care system works, as barriers. During site visit interviews, FPs reported that immigrants were reluctant to adopt the American culture and were attempting to practice their cultures in their host country. APs felt that in their interactions with mainstream culture, their culture was often ignored and marginalized. Discrimination and stigma were mentioned by FPs and APs as a factor that increased the impediment to access. The analysis of specific items composing the discrimination and stigma set of questions, it was observed that when participants were asked ''Have you ever been denied a job or lost a job because of your ethnic background?'' of 63 respondents who stated that they had experienced discrimination, 57% were FPs and 43% were APs. From a total of 15 who reported never applying for a job, but perceiving discrimination, 31% were APs and 69% FPs (Fig. 2) .
The stigma of HIV was perceived to be a major contributing factor to the reluctance towards using the health care system by those sick with HIV or contemplating HIV testing. When asked ''If a member of your family became ill with HIV, would you want it to remain a secret'', APs (60%) and FPs (40%) reported they would not; while among those responding affirmatively, 48% were APs and 52% were FPs (Fig. 3) . HIV stigma was an issue that both groups complained about in the community, so it was not surprising to find no significant difference between APs and FPs.
Significant differences were observed in the languages used. When asked ''what language do you use at home?'' among a total of 58 who responded to using English alone, 85% were APs, and 15% FPs; out of a total of 48 who reported using English/Ethnic, 94% were APs and 6% FPs, while out of a total of 21 participants reporting usage of French, 100% were FPs, and from 12 participants reporting the use of English/French, 75% were FPs and 25% were APs (Table 1) . More APs received their first health care at the emergency room compared to FPs. From the pilot and the in-site conversation phases of the study, we observed that because of their lack of documents, most FPs avoided health care centers including emergency room, unless they desperately had to make the visit. There were more APs going to their primary health care physicians first compared to FPs, hence the significance of transportation for APs (Table 1) . APs had greater social support and network than FPs through their established churches and other group organizations (Table 2) . FPs who were mainly Moslem had less social support and a smaller network-there was only one French-speaking church in the city compared to over 10 different English-speaking churches. There were five mosques in which services were conducted separately for men, women, and children.
Sources of information were also a barrier encountered by both APs and FPs. The information source that FPs used to find out about HIV was mainly the radio and newspapers. APs obtained their HIV information through the Internet, word of mouth, church sponsored health fairs, and professional journals (Table 1) . However, most APs and FPs lamented that there was less information on HIV in the US, which led to their perception of low HIV prevalence. According to two participants-a former nurse from an AP region and an engineer from FP region-they had more HIV information in their countries on bill boards, buses, trains, schools, the daily papers, radio, on the TV everyday; than they were witnessing in the US.
Site Visit
The site visit study questionnaire and interviews revealed more information about barriers to access (Table 2) . Site visit information from the small sample of APs and FPs indicated that language, proximity to health centers, HIV stigma, discrimination and denial, and power balance between men and women were major barriers to the access and utilization of services. The women expressed a lack of input into major decisions made in their homes. The men made all the decisions including whether to go to health centers when there was sickness in the family. This resulted with mostly negative results since men tended to avoid the health centers. The interviews also revealed that some people, especially FP men, persistently maintained risky sexual behaviors despite demonstrating high knowledge concerning HIV/AIDS.
Discussion
This formative study highlights the major barrier to access faced by AP and FP Africans in Philadelphia without disparaging the needs and more work required on the AfricanAmerican community that they are often grouped under. The main reported barriers were language, documentation, and cultural insensitivity. Harawa et al. [9] reported that immigrants living in urban areas encounter more barriers in seeking health care because of poverty, lack of medical insurance, and difficulty understanding English. Our study exhibited similar observations, but with FPs being the most affected. Whereas APs in Philadelphia identified members of the host culture as culturally insensitive, FPs felt that the immigrants were not willing to accept the host culture and were not readily integrating themselves into mainstream culture. Yet, FPs as a group interacted mostly with people from their own countries and more specifically, with their own ethnic groups in comparison to APs. While FPs were aware of inherent cultural problems in acculturation, they felt powerless to make real changes. Language, and more specifically comprehension, was a critical factor in the utilization of health care. Interpreters were available to address basic language differences; however, their lack of medical training was a barrier to comprehension. We observed interactions where patients' blank looks were taken as agreement or understanding of the medical issues or implications involved. This observation was also made with APs who were not fluent in English. We observed that the length of stay in the US was not as critical as language proficiency in terms of access to care (Table 1) . It is significant to note that coming from an English speaking country did not mean one was an English speaker. There were those from AP countries who spoke very little English and thus had similar language problem as FP immigrants. One social worker concurred that some of the patients acted as if they understood the directions given, only to do the opposite or do nothing; then claiming on the next appointment that they did not understand, yet they had not requested clarity.
In most of Africa, the medical field is viewed as an elite profession with medical professionals held in high esteem akin to the traditional medicine men from earlier generations; their actions and requests are beyond reproach or questioning. The patients with these backgrounds are used to a role as passive users with little personal say in their health care. When encountering a health care system where they are expected to contribute to their own well-being by health care centers that seemed more efficacious compared to what they had been used to, they became paralyzed by their own cultural habits.
Limitations
The main limitations of the study are the non-randomized sampling method used and the small sample size. The logistics of this special situation created these issues and therefore the interpretation and generalizability of the results suffer directly. The same issues restricted models adjusting for demographics or confounding factors to the extent that they could not be entertained. The findings of this project warrant future investigation utilizing a larger sample and randomized sampling protocol. Other limitations involve the language barrier and the ethics of sensitive questions and issues common in HIV/AIDS research.
Conclusion
This study highlights the difference in the perceptions of access to health care and social services among APs and FPs in Philadelphia. The study showed that though most studies still group Africans and African-Americans together, the two groups behave differently, and thus should be considered separately. This study shows that even among immigrants from same continent and country; variables such as cultural experience, language, and religious differences influence their access to health care when they move to the US. Whereas the more recent FP immigrants considered lack of documentation and immigrant cultural insensitivity as major barriers, APs who had lived longer in 
* Statistically significant at P \ 0.05 level ** Statistically significant at P \ 0.001 level the US reported host cultural insensitivity and transportation to be the barriers to access to health care. Both communities mentioned HIV stigma and discrimination as a real barrier to HIV prevention efforts, which was strong enough to lead some community members to move to other areas in the city. Language was named by both communities to be a more significant barrier to health care access. Our findings suggest that there is discrepancy in access to health care for immigrant Africans with Anglophone Africans having better access than Francophone Africans. The poor access was mainly due to fear of visiting the health centers because of lack of documents, transportation, language barrier, inadequate familiarity of the system; and in the case of the HIV infected, stigma and discrimination. HIV stigma was strong in both communities and discouraged most infected members from disclosing their sickness, sometimes even to family members. FPs had poorer access than APs and this difference was based on language proficiency, a lack of formal education, and less social support or poor networking. Through site visit interviews we observed that some members of the FP community procured medicines from their own countries for a variety of ailments.
An effective prevention control program in the AP and FP community must be culturally sensitive while involving the key stakeholders of the community. The churches and mosques that remain an integral part of the communities need to be fully engaged in both the development and application of the programs. Involving the church has been shown to be successful by a program started by one AP community that caters to members infected with HIV by finding housing for them, directing them to the health centers, allocating jobs for them, having English classes, and providing social support (personal communication). Providers need a better understanding of the American health care system, along with a vigilance to recognize and address the cultural sensitivities surrounding HIV risk factors and risk perception in these populations. This cultural awareness can produce the educational tools which can be used to combat stigmatization and discrimination of those infected and affected by HIV, while equilibrating the power balance between men and women within the AP and FP communities.
